SUMMARY In order to evaluate the ability of the echocardiogram to detect and localize left main or left anterior descending (LAD) 65 patients, 43 were considered, after initial review, to have echocardiograms of a quality sufficient to permit satisfactory measurement of both the interventricular septum and left ventricular posterior wall. The coronary arteriograms were of a quality sufficient to permit the accurate assessment of the presence or absence of any coronary arterial lesions, but particularly those involving the left main and left anterior descending coronary arteries. Of the forty-three patients selected there were twenty-six male and seventeen female. The age range was 30 to 75. All had chest pain considered to be probably or possibly angina. No patient was considered to be in congestive heart failure.
The echocardiograms were performed using an Ekoline 20 ultrasonoscope with a 2.25 MHz transducer focussed at 7.5 cm and a Honeywell 1856 fiberoptic strip chart recorder. All patients were studied in the supine or partial left lateral decubitus positions. The transducer was placed at the left sternal border in the "standard interspace" -that is, the interspace which permitted recording of the anterior mitral leaflet while the transducer was held perpendicular to the chest wall, with no superior or inferior angulation.8 Echocardiographic M-mode sweeps from the aortic root to the posterior papillary muscle were performed. The motion of both the interventricular septum and posterior left ventricular wall was measured at the point in the sweep where the beam was directed just inferior to the mitral valve echo.9 Only tracings showing continuous left septal echoes, obtained as indicated, were considered acceptable for measurement. An illustrative echocardiogram is shown in figure 1 . The septal excursion, in mm, was measured from the left side of the septum at the R wave of the ECG to its maximal excursion posteriorly. Posterior wall excursion was also measured in mm from the position of the posterior endocardium at the R wave of the ECG to the point of the maximum anterior motion of the endocardium. We also derived a ratio of posterior wall to septal excursion by dividing the posterior wall excursion by the septal excursion; using the criteria of Joffe et al.4 a ratio of 2.5 or greater was considered abnormal. Echocardiographic measurements were made without knowledge of the results of coronary angiography.
The coronary angiographic studies were performed using the percutaneous femoral technique. The echocardiographic septal excursion of each patient is shown in figure 2 . All the patients with either no coronary disease or coronary disease not involving the LAD had septal excursion equal to or greater than 3 mm; none had 2 mm or less. Of the group with LAD disease, 12 of 26 (46%) had septal excursions of 2 mm or less. Of these LAD disease patients, 9 of 16 (56%) with proximal LAD lesions had 2 mm or less of septal excursion; 3 of 10 (30%) with distal LAD lesions similarly had 2 mm or less septal excursion. Of the three patients with left main coronary lesions two had less than 2 mm septal excursion. The third had 4 mm septal excursion. The difference in incidence of 2 mm or less septal excursion between these two groups of LAD lesion patients was not significant.
Echocardiography: Posterior Wall Excursion/Septal Excursion Ratio
The excursion ratio of each patient is shown in figure 3 . Of the 17 patients with no LAD lesions, 13 (76%) had a normal ratio of less than 2.5,4 while four (24%) had an abnormal ratio equal to or greater than 2.5. Of the 26 patients with LAD disease, 15 (58%) had an abnormal ratio. Of this latter group, 12 of the 16 (75%) proximal LAD lesion patients had abnormal ratios, while three of the ten (30%) with distal LAD disease similarly had abnormally high ratios.
Electrocardiograms
Seven patients had electrocardiographic evidence of prior anterior myocardial infarction. Three had normal septal 
